Barriers to the use of mental health services by low-income clients of color have been identified to some extent. Underutilization has been explained by the stigma associated with counseling services, the lack of information regarding available services, inaccessible locations, unresponsive service providers, and the reliance on alternative methods of help (Acosta, 1980; Aponte et al., 1991; BoydFranklin, 1993; Flaskerud, 1986; Keefe, Padilla, & Carlos, 1979; Lin, 1983; Muecke, 1983; Sue et al., 1991; Sue & Morishima, 1983; Wallen, 1992) .
A growing number of empirical studies have identified differences in the demographic and clinical characteristics of children and families who remain in service and those who drop out (see, for example, Armbruster & Fallon, 1994; Costello, 1993; Kazdin, Mazurick, & Siegel, 1994; Oxford, Boyle, & Szatmari, 1987; Tolan, Ryan, & Jaffe, 1988) . However, few studies have focused specifically on interventions that are meant to increase the use of services (Szapocznik et al., 1988) . Furthermore, studies that target urban children and families are clearly needed.
There is some evidence that more-focused telephone intake procedures are associated with significant increases in initial attendance rates (Russell et al., 1987; Shivack & Sullivan, 1991) . In the most rigorous test of an engagement intervention to date, Szapocznik et al. (1988) successfully engaged adolescent substance abusers and their families through the use of a structural family therapy intervention over the telephone; that is, 57.7 percent of the families in the usual intake condition failed to come to their first clinic appointment, but only 7.1 percent of those in the experimental condition failed to come. There were also indications that the engagement intervention had an impact beyond attendance at intake: 41 percent of the families in the control group, but only 17 percent of those in the experimental group, dropped out of treatment prematurely.
The engagement interventions evaluated in the study reported here are based on a conceptual model for understanding the process of engagement with urban families that was developed from the existing empirical literature. Specifically, the model relies on the recognition of the numerous barriers that interfere with families' involvement with mental health services (McKay, Bennett, Stone, & Gonzales, 1995; Tolan & McKay, in press ). These barriers include withinfamily impediments (like parental efficacy, low investment in help seeking, and previous negative experiences with mental health services) and external barriers (such as the lack of time and transportation). The primary goal of the study was to evaluate specific engagement interventions that help caregivers invest in seeking help for their children and break down the barriers to the use of services.
METHOD
The impact of a telephone-engagement intervention and a first-interview intervention (combined condition) was examined in relation to three outcome measures: (1) attendance at initial appointments, (2) the average duration of contact with a mental health agency, and (3) the proportion of appointments kept during the study period.
Setting and Sample
The study was conducted at an inner-city, child mental health agency. Of the children who were seen at the agency in 1996, 67.3 percent lived with their mothers in single-parent households, and approximately 85 percent of the 450 families who requested services in that year were supported by public assistance. Almost two-thirds of the children seen at the agency are African American, 12 percent are Latino, and the remainder are white. The 109 caregivers who were involved in the study made consecutive requests for services at the agency. The 109 children who were accepted for services (34 boys and 75 girls) ranged in age from one to over 14 (with a mean age of 10.1 years). Sixty-eight percent of the children lived with their biological mothers in singleparent households and 13 percent resided in foster care (see Table 1 ).
Procedures
For the study, consecutive requests for services at the mental health agency were randomly assigned to one of three conditions: combined engagement intervention (n = 35), telephone intervention alone (n = 35), and the usual intake procedure (n = 39). Random assignment was implemented in two stages. First, adult caregivers requesting services for their children were randomly assigned to speak either to one of the two master's-degree social workers who conducted the telephone-engagement intervention or a third master's-degree social worker, who completed the clinic comparison telephone intake procedure. This assignment was accomplished by evenly dividing the messages from parents for intake appointments among the three social workers. Following the initial intake telephone call, the families were randomly assigned to therapists for their initial intake appointments and, if appropriate, for ongoing mental health services. At this juncture, a case could be assigned to either one of six master's-level social work trainees who received specific training in engagement skills for first interviews (the second component of the combined engagement condition) or one of 20 other therapists (all of whom were at least master's-level interns who were completing clinical programs in social work, psychology, or psychiatric nursing or fellowship training in child psychiatry) who participated in the clinic comparison condition of the study. All the families were informed about the evaluation component of the study and the specific research focus related to how long children and families remain in services. Clarify the need for mental health care Lerman & Pottick (1995) 2.
Increase the caretaker's investment and efficacy in relation to help seeking Szapocznik et al. (1988) 3.
Identify attitudes about and previous experiences with mental health care
Flaskerud (1986), Muecke (1983), Sue, Fujino, Hu, & Takeuchi (1991) , Sue & Morishima (1983) , Wallen (1992) 4.
Overcome concrete obstacles to access to services Acosta (1980), Sue & Morishima (1983) Telephone Intervention Alone. This 30-minute intervention was implemented by two master's-level clinicians at the research site. It was meant to help the primary caretakers invest in the help-seeking process by clearly identifying their children's presenting difficulties, framing their actions as having the potential to have an impact on the current situation, and having them take some concrete steps to address the situation even before the initial appointment. In addition, it was meant to explore systematically the barriers to help seeking, in both the family and the environment, such as experiences with previous helpers and issues related to poverty, community violence, and racism. Finally, an active problem-solving approach was used to develop the means to address obstacles to contact with the agency (McKay, McCadam, & Gonzales, 1996) . Table 2 summarizes the active intervention elements and their empirical bases.
Combined Engagement Intervention. This condition included not only the telephone intervention just described, but also the random assignment of families to therapists who had been specifically trained to focus on the process of engagement in the first interview. The eight-hour engagement training defined the initial interview with a client system as having two primary purposes: to understand why a child and family were seeking mental health services and to engage the child and family in a helping process, if appropriate. Four critical elements of engagement were highlighted in this intervention: (1) the need to clarify the helping process for the client; (2) the importance of establishing a collaborative working relationship with the client; (3) a focus on immediate, practical concerns; and (4) an emphasis on identifying and ameliorating barriers to help seeking (McKay, Nudelman, McCadam, & Gonzales, in press) . Six master's-level social work interns were trained to introduce themselves, the agency's intake process, and possible service options carefully during the first interview. Practice exercises encouraged them to balance the need to obtain intake information with the need to help a child and his or her family "tell their own story" about why they had come to the agency. In this way, a collaborative tone was set from the beginning of the first interview. Furthermore, crisis situations or concrete requests for help in negotiating with other systems, such as a school, were responded to immediately during the first appointment. The training of the interns focused on raising their awareness that many situations necessitate the scheduling of an appointment much sooner than the following week. Finally, a significant factor in every first interview was the exploration of potential barriers to obtaining ongoing services at the agency, as well as such obstacles as time and transportation. The effect of other types of barriers, particularly previous negative experiences with helping professionals and discouragement by others of seeking professional help, were explored. Differences in the race or ethnicity of the clinician and client were always raised. (See Table 3 for a summary of key elements of the first interview intervention and their empirical bases.)
Comparison Telephone Intake Procedures. During the initial telephone call to the agency, a parent or other caregiver speaks with a master's-level social worker. The goal of this conversation, which lasts from 20 to 30 minutes, is to assess the child's need for child mental health services and the fit between the child's needs and the agency's services. The focus of the conversation is on clarifying the presenting problem, identifying relevant referral sources, and obtaining identifying information. The social worker also gives the parent or other caregiver information about the agency's services and, if appropriate, indicates that a therapist will be calling to schedule an intake appointment within the next several days.
Training for Comparison First Interviews. During orientation training at the research site, all the therapists were informed of the diagnostic and demographic information that needed to be obtained during the first meeting with a client. This information included information about presenting problems, family composition and history, social and educational functioning, past psychiatric treatments, and medical problems. The orientation to the first interview emphasized information gathering and diagnostic assessment. The training for the combined engagement protocol also required therapists to gather information. However, it expanded the first meeting's purpose substantially to focus on the process of gathering diagnostic data in a sensitive manner and with a primary focus on helping the client identify obstacles to returning for a second appointment.
Checks for the Integrity of the Intervention. For the telephone engagement intervention, a protocol was developed to address each clinical topic with caregivers systematically. Both master's-level clinicians received training in the implementation of this protocol. Approximately 15 percent of the actual telephone calls were monitored by the first author to ensure the integrity of the intervention. The engagement training for conducting a first interview was also directed by a protocol. Approximately 25 percent of the combined engagement-intervention first interviews were videotaped to ensure the integrity of the treatment. Compliance with the study procedures was found to be high.
Measures. In the study, three outcome measures were of interest. First, the agency's research staff obtained the number of clients who came for their first scheduled intake appointments from the therapists. Next, the number of sessions attended during the 18-week study period was recorded by the agency's computerized tracking system to compute the average number of sessions that each subject attended. Finally, the proportion of appointments scheduled versus the number that were kept was computed using these same data sources. Stanton & Todd (1981) 4. Overcome barriers to ongoing involvement with the agency Acosta (1980), Sue & Morishima (1983) 
RESULTS
As was noted earlier, the combined intervention and the telephone-alone conditions were associated with substantial increases in attendance at the initial intake appointments in comparison to the clinic comparison condition (see Table 4 for a summary of the results). Although the combined engagement condition evidenced slightly higher initial engagement rates, this difference was not statistically significant. Despite the evidence to suggest that the telephone engagement intervention could increase initial attendance rates, its impact did not extend to the ongoing use of services. On average, families who were assigned to the combined interventions attended 7.3 sessions during the 18-week study period (F = 6.36, p [less than] .05), whereas those who were seen by comparison therapists averaged 5 and 5.9 sessions (for telephone-alone and the usual intake methods, respectively). In relation to the proportion of sessions scheduled versus the proportion that were kept during the 18-week study period, families who were assigned to the combined engagement intervention attended 74 percent of the sessions -a 25 percent increase over the families who received the telephone intervention alone and a 16 percent increase over the clinic comparison families.
DISCUSSION
One of the most clinically significant findings of this study was that without more intensive engagement efforts, 56 percent of the cases can be lost between the telephone call to request services and the first intake appointment. This figure is alarming, given that the assessment information gathered during the initial telephone call identified these children as in need of mental health services. The impact of the telephone engagement intervention was limited to attendance rates at initial intake appointments; it did not extend to ongoing rates of engagement, as other studies have suggested (see, for example, Szapocznik et al., 1988) . These findings suggest that the level of the therapists' engagement skills is critical. Therefore, it is not sufficient for therapists to be more responsive to clients during the initial calls to a mental health center; rather, responsiveness and an emphasis on identifying and addressing barriers to the use of services must be continued during face-to-face contact with clients.
The interpretation of the results is limited in several ways. First, the study did not incorporate information from clients about their satisfaction with the agency or the therapists, their motivation to return for future appointments, or the specific barriers that interfered with their use of mental health services. Feedback from the consumers of mental health services is clearly needed to enhance the findings of this study and of the literature on mental health services in general. Feedback from the therapists about the engagement process is also critical if future studies are to specify the complex helping exchanges that occur during early meetings with children and their families. Components of both the telephone intervention and the first interview training were meant to target a range of barriers to help seeking, so more research is clearly required on the types of barriers that are more influential than others in predicting help seeking. Additional refinement and specification of the training are necessary to define more clearly the processes that are more likely to help vulnerable client populations gain access to services.
Another concern regarding the study is the lack of specificity of the clinic comparison therapists' behavior in sessions. Whereas the therapists in the interventions condition were monitored to ensure the integrity of treatment, the therapists in the comparison condition were not. Clearly, a more rigorously designed study is required to replicate the findings of this preliminary evaluation. In future studies, a careful analysis of therapists' behavior in both conditions is needed to gain a better understanding of how such behaviors facilitate or block problem solving in relation to specific barriers to help seeking. Despite these limitations, there is sufficient evidence to suggest that the provision of intensive engagement training to providers of mental health services and alterations in service delivery systems can influence initial engagement and retention rates. Such adjustments are critical if vulnerable low-income children of color are to receive services. Unless barriers to outpatient mental health services can be addressed, urban children and their families will continue to rely on more costly and restrictive services (Wallen, 1992; Zahner, Pawelkiewicz, DeFrancesco, & Adnopoz, 1992) . Furthermore, future studies on the effectiveness of child mental health services will rely on the ability to engage children and their caregivers. Therefore, additional thought and research should focus on developing the means to involve children who need such services the most in such efforts.
